Introduction
As anal intercourse is practised widely by homosexual men, they are susceptible to a wide range of anorectal disorders, including infectious and traumatic lesions. ' In addition, enteric pathogens, particularly Entamoeba histolytica and Giardia intestinalis, may be acquired by oroanal sexual contact.2 Though proctoscopy (anoscopy) is usually a routine procedure in the clinical examination of homosexual men who attend clinics for the management of sexually transmitted diseases (STD), only the anal canal and distal 2-3 cm of the rectum can be visualised satisfactorily. As the penis and hand can reach higher into the rectum than the proctoscope, it would seem reasonable to undertake sigmoidoscopy on men who have had receptive anal intercourse. The aim of the present study was to investigate the value of sigmoidoscopy in the routine examination of men who have been the recipient partners during anal intercourse.
Patients and methods
Men who attended this department of genitourinary medicine as new or "return new" patients consecutively from January 1981 to December 1985, and who gave a history of being the recipient partner during homosexual anal intercourse were studied. A careful history including specific questioning about gastrointestinal symptoms was taken from each patient, and general physical examination was performed. The appropriate material was collected for microbiological examination as detailed elsewhere. 3 In patients with proctitis, in whom the initial investigations yielded negative results, these tests were repeated one week later. After obtaining the patient's consent, sigmoidoscopy was undertaken using a plastic disposable sigmoidoscope (Welch-Allyn, New York, USA). Before this examination, the patient was asked to defaecate, and only in exceptional cases was it necessary to use an enema.
The appearance of the rectal mucosa was recorded and, using the criteria suggested by Watts et al,4 a diagnosis of proctitis was made if the normal vascular pattern was absent and if on overall assessment the rectal mucosa was abnormal. During the first two years of the study, rectal biopsies were undertaken when the rectal mucosa looked abnormal. In the subsequent three years, biopsy specimens were obtained only from patients with proctitis in whom an organismal cause could not be identified. Rectal biopsy specimens from at least two sites were taken using Patterson's biopsy forceps. A histological diagnosis of proctitis was made as described elsewhere. 5 The study was approved by the South Lothian District Ethical Committee.
Results
Sigmoidoscopies were undertaken at the initial clinic A diagnosis of proctitis based on the macroscopic appearance ofthe rectal mucosa was made in 166 men, each of whom had anorectal symptoms. In most cases (128 of 133 men from whom rectal biopsy specimens had ben obtained) the histology confirmed the macroscopic findings. Table III shows the association of proctitis with various organisms. Inflammatory changes confined to the distal rectum and visible during proctoscopy were noted in 49% (41) of 83 men with rectal gonorrhoea, 25% (two) of eight patients with rectal chlamydial infection, 5% (one) of 21 men with early syphilis, and 89% (16) of 18 men with anorectal herpes; 6% (53) of 863 patients in whom intestinal infection was not diagnosed, had distal proctitis. In general, the inflammatory changes associated with Neisseria gonorrhoeae, Chlamydia trachomatis, and herpes simplex virus were confined to the distal rectum, whereas those associated with infection with Shigella flexneri, Campylobacter jejuni, and E histolytica tended to extend beyond the rectosigmoid junction. An organismal cause of the proctitis noted in 56 patients was not found. In 55 cases the histology was that of acute infective proctitis, and when these patients were examined one month later the proctitis had resolved spontaneously; one patient who had perianal sinuses had Crohn's disease of the rectum.
In one patient who gave a two year history of intermittent anorectal bleeding, a solitary ulcer, 1.5 cm in diameter, was identified on the anterior wall of the rectum 7 cm from the dentate line. Two men presented with rectal bleeding that occurred within three hours of "fisting"; both patients had mucosal lacerations of the rectal wall situated 6 and 12 cm from the anal margin respectively. From the posterior wall ofthe rectum, 12 cm from the dentate line, a "juvenile" polyp, 1 cm in diameter, was removed from one symptomless patient. Multiple metaplastic polyps were noted on the rectal mucosa of two symptomless men. 
